A 37-year-old asymptomatic man presented with incidentally identified intra-abdominal venous aneurysms. Workup, which included venography, demonstrated an absent segment of the inferior vena cava between the inferior right and superior left renal vein, resulting in a 4.4-cm right renal vein aneurysm, dilated common iliac veins, and left external iliac vein aneurysm. Collateralization was robust. Given the limited natural history data and complexities of open reconstruction, we opted to observe this asymptomatic patient with serial imaging, which demonstrated no interval change. We present our case and a review of the literature pertaining to intra-abdominal venous aneurysms. The patient was seen for follow-up at 6 months. A repeated venous duplex ultrasound examination showed stability in size of the venous aneurysms. We opted to observe him with serial duplex ultrasound studies in our noninvasive vascular laboratory, given the lack of symptoms, paucity of natural history data, and significant perioperative risk that would be associated with surgical repair.
The patient was seen for follow-up at 6 months. A repeated venous duplex ultrasound examination showed stability in size of the venous aneurysms. We opted to observe him with serial duplex ultrasound studies in our noninvasive vascular laboratory, given the lack of symptoms, paucity of natural history data, and significant perioperative risk that would be associated with surgical repair.
The patient's permission was obtained for publication of this report and images.
DISCUSSION
Venous aneurysms are rarely encountered by vascular surgeons. It is estimated that just >500 cases of venous aneurysm have been reported, with most involving veins in the extremities (n ¼ 279). 1 Next most frequently reported are intra-abdominal venous aneurysms (n ¼ 152), most of which are reported to involve the portal vein (n ¼ 128). 1, 2 To date, we are unaware of any reports involving an RV aneurysm. In a literature review previously reported by our group, intra-abdominal venous aneurysms have been noted in the IVC, superior mesenteric vein, splenic vein, iliac veins, and most commonly the portal vein. 3 The natural history of these lesions is not clear, but these patients appear to be at an increased risk of gastrointestinal bleeding (particularly portal and splenic vein aneurysms), rupture, and fistula formation. 3, 4 Thromboembolic complications, although more frequent in extremity venous aneurysms, have also been reported in iliocaval aneurysms. 5 Intra-abdominal venous aneurysms can be congenital or acquired. Secondary causes include portal hypertension, liver disease, trauma, and other inflammatory conditions. 6 An additional rare but recognized cause of venous aneurysms is Parkes Weber syndrome, a rare congenital condition similar to Klippel-Trénaunay syndrome except that it is associated with arteriovenous fistulas that can cause venous aneurysm formation. Our patient had no personal or family history of this autosomal dominant condition. Moreover, he had no evidence of other connective tissue disorders or vasculitis. Our patient appeared to have a congenital 2-cm-long absence of the IVC between the inferior right RV (which drained into the vena cava below the absent segment) and superior left RV (which drained into the vena cava above the occlusion). Aneurysms involving the IVC have been reported in instances of a congenitally absent IVC, but to our knowledge, this congenital anomaly has not been associated with aneurysmal dilation of the RV. Moreover, an absent IVC or aneurysmal IVC typically is manifested with thromboembolic events involving lower extremity swelling and deep venous thrombosis, which was not the case in our patient. 5, [7] [8] [9] We presume the congenitally absent segment of our patient's IVC predisposed him to aneurysmal dilation and ultimately the extensive collateralization through the lumbar, azygos, and gonadal veins seen on CT and venography. Contrary to previous reports of rupture, intraoperative pressure measurements in our patient failed to demonstrate a pressure gradient between the left RV (normal caliber) and right RV (aneurysmal) or between the superior and inferior IVC segments. 4 We believe the patient's extensive collateral network, similar to that seen with chronic iliofemoral deep venous thromboses, served to decompress these aneurysms over time. In the absence of elevated venous pressures, there may be diminished risk of rupture, which eliminates this reason for repair as long as the venous aneurysms remain stable and free of thrombus. Similarly, IVUS demonstrated no evidence of extrinsic compression to account for the asymmetry between the left and right iliofemoral systems. Although we have previously recommended repair of intra-abdominal venous aneurysms in "low-risk" patients, 3 this case illustrates the significant potential perioperative morbidity and mortality that could be associated with iliocaval and RV reconstruction. We are unaware of any reports of such an extensive abdominal venous aneurysmal pattern. Some authors have advocated for decompressive shunts in the case of portal venous aneurysms or excision and venorrhaphy with primary repair or patch reconstruction for iliocaval aneurysms. 5 
